CHICAGO NEUROLOGICAL SOCIETY 


October 23, 1902. 

The President, Dr. Daniel R. Brower, in the chair. 

Myasthenia Gravis. —Dr. Harold N. Moyer presented a patient, twenty- 
three years of age, whose early history was negative, except an undeterm¬ 
ined infection of exanthematous type. The patient spoke of having had 
two attacks of measles about three years ago, hut was not very ill. The at¬ 
tacks were near the time when his first trouble with the eyes developed. 
At that time glasses were fitted for diplopia. Dr. Pusey fitted the patient 
with his first glasses, and he would report the ocular findings. 

Dr. Pusey said the patient was first seen by him November 6, 1899, 
and at that time he complained of double vision. His vision in the left eye 
was 6-9; in the right eye 6-6; with minus one sphere with half a cylinder 
his vision was 6-5 in the left eye, and 6-5 in the right eye. At that time 
he had esophoria of 22 degrees, with right hyperphoria. The esophoria 
later became exophoria. On the 8th of December, one month later, he 
worked all day until midnight, with no blurring of vision, no diplopia at 
the time. His esophoria had disappeared, hut he had slight hyperphoria. 
On Jan. 4, 1900, he had esophoria of one degree, some hyperphoria. July 
3d, 1900. Dr. Pusey saw him again, when he complained of double vision. 
He had exophoria of eleven degrees, with positive divergence of the eyes. 
August 6th he was refracted again carefully with a mydriatic. The refrac¬ 
tion had changed 3-4 D., he having become more myopic with 1-2 D. cylin¬ 
der at different axes. He then had an exophoria of eleven degrees. He dis¬ 
appeared on the 6th of July. 1902, and was not seen again until the 26th of 
September, when he complained of double vision all the time, and inability 
to converge the eyes. Dr. Pusey noticed paralysis of the internal recti 
muscles. There was no limitation of motion in any direction except the 
paralysis of convergence, also paralysis of motion on either side on the part 
of the internal recti muscles. Six weeks ago, there was limitation of mo¬ 
tion of the muscles in every direction except in one of the external recti. 

Dr. Moyer saw the patient September 8th, at which time there was a 
marked general weakness, and he complained of stiffness of the lower ex¬ 
tremities, feeling as though his knees were bound, as he expressed it. He 
had some pain for a lime, but this gradually disappeared, and was never 
very intense. On two or three occasions, since September 8th, he has had 
marked ptosis, more in the left eye than in the right. It w'ould last for 
two or three hours at a time, or for a couple of days. It has never been in 
both eyes at the same time. Until the middle of September, there has been 
progressive loss of strength, which has continued to the present time. 
There has been no marked increase in weakness in the last two or three 
weeks. The eye-grounds are normal. Aside from the extreme muscular 
weakness, there are no objective signs. There is no swaying - with the 
eyes closed. The knee-jerks are not marked, but they are elicited readily. 
The superficial jerks are all present. The pupils react to light. At the 
present time there are no disturbances in pain sense; his sense of feeling is 
normal. It is simply a pure muscular weakness without appreciable mus¬ 
cular atrophy. There is no disturbance in his general health. His diges¬ 
tion is normal; his bowel movements are normal; his appetite is good; he 
sleeps well, but the muscular weakness is very pronounced. He has numb¬ 
ness in the index finger; the right hand is a little stronger than the left. 
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The facial muscles are weak. A difficulty of which he complains is a weak¬ 
ness of his jaw muscles; when he eats, his muscles get tired. 

Dr. Goodkind asked whether there was any disturbance of speech, to 
which Dr. Moyer replied that the voice seemed peculiar, but the patient 
said it was unchanged. 

Cerebral Syphilis, Dementia with Nuclear Degeneration of some Cran¬ 
ial Nerves and Atrophy of One-half of the Tongue. —Dr. Moyer presented 
a patient, thirty-seven years of age. Four years ago, August, 1898, he 
went to Dr. Ingals for paralysis of the vocal cords. At that time he was 
very hoarse. He learned from Dr. Ingals that there was complete paraly¬ 
sis of one vocal cord, while the other moved. He was given strychnine and 
local treatment, shortly after which the paralysis disappeared. A year 
later the paralysis returned. This was two years ago. He was well until 
the summer of 1901, at which time he did not feel as well as he had 
previously. There was nothing peculiar in his condition until the autumn 
of that year, and that time he had what his wife described as “ a spell.” 
Sitting at the table he tipped over some glasses, staggered, and could not 
find his way about. At this time he was working very hard at his occupa¬ 
tion of machinist. He improved until November, after which he became 
very tired and wanted to lie down most of the time. He slept a great 
deal. He ceased working last November. About that time he began to 
see double, the diplopia being vertical. In February of this year his right 
eye turned outwards. At this time the diplopia was lateral. He then de¬ 
veloped pain over the right eye, which later shifted to the top of his head. 
He consulted an advertising eye specialist who “pulled” the eye straight 
and treated him for one month. Pain then shifted to the back of the head. 
He resumed his work again during the Spring, but did not remain at it very 
long. He could not work effectively; he could not keep his mind on what 
he was doing, and he made mistakes, and finally had to stop work. In June 
he went to the country, when his throat became worse again. He had some 
paralysis of the vocal cord, with hoarseness, which disappeared. A few 
weeks ago his mind began to wander, and it was noted that his memory 
was impaired. He had difficulty in swallowing, and at night has been wet¬ 
ting the bed. At the time Dr. Moyer first saw him he had a typical Argyll- 
Robertson pupil on the right side. The light reaction was present in the 
left eye, but was sluggish. Accommodation reaction was normal in both 
eyes. There was complete paralysis of the right external rectus. The 
eye-grounds were normal. The movements of the tongue were defective 
and tremulous. There is a history, although it is somewhat indefinite, of 
specific infection dating back to ten or eleven years. Some of the symptoms 
have disappeared under specific treatment. He has well-marked atrophy of 
the left side of his tongue. Under liberal doses of the iodides great im¬ 
provement in the symptoms followed, particularly of the eyes. His mem¬ 
ory is better; also his speech. 

Dr. Brower asked as to the condition of the reflexes, to which Dr. 
Moyer replied that they were exaggerated, more so now than when he 
saw him last. 

Dr. Brower asked whether there were any distinct ankle-clonus, to 
which Dr. Moyer replied there was not. 

There were two features of striking interest in this case, the nuclear 
degeneration, and dementia. The patient has had no emotional exalta¬ 
tion or mental depression. His mind has been weak and feeble; he could 
not remember where he put things; he could not go to a neighboring store 
on an errand without forgetting it before he got there. The association of 
nuclear degeneration with dementia Dr. Moyer had not seen before. The 
atrophy of the tongue was organic. The reason he presented this case in 
connection with the other was because of the somewhat striking similarity 
in the ocular conditions of the two patients, yet their etiology and pathol- 
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ogy were very different. There is little doubt as to the specific history in 
this case, according to the statements of the physician who treated the 
patient. Dr. Moyer thought the diagnosis to some extent had been cleared 
up by the marked improvement, both in the physical symptoms and mental 
state, under specific treatment. At first, when he saw the patient, and 
noticed the atrophy of the tongue, and paresis of the eye muscles, he 
thought he had to deal with a case of myasthenia gravis. 

Dr. Patrick said he had treated only two cases of myasthenia gravis, 
and in them strychnine had accomplished more than anything else. He did 
not think either of his cases was typical. The patient was given one- 
sixteenth of a grain of strychnine, three times a day, for a year and a 
half, but had almost ceased taking it now. 

Dr. Moyer asked Dr. Patrick whether he regarded his (Moyer’s) case 
as a typical one of myasthenia gravis, to which Dr. Patrick replied in the 
affirmative and said he thought it would be well for Dr. Moyer to con¬ 
tinue to give strychnine month after month. 

Tabes, General Paralysis and Charcot’s Joint. —Dr. S. J. Walker pre¬ 
sented a man who came to the Policlinic Oct. 13th. He was forty-four 
years of age, married fourteen years, and has three living children. The 
first child his wife had was born dead at term. The other three are liv¬ 
ing and well, aged respectively eleven, twelve and thirteen. The mother 
has never had a miscarriage. The patient’s occupation was that of a buyer 
of dry goods. He gives a clear history of specific infection a little over fif¬ 
teen years ago. Otherwise he gives no history of any serious illness. He 
complained of no trouble until ten years ago, when he said he had rheum¬ 
atism in the legs. Upon close questioning him, these pains proved to be of 
a lancinating character. These pains have continued since, off and on. 
Seven years ago he had an ulcer at the base of his right big toe, which 
proved very intractable to treatment, and consequently this toe was ampu¬ 
tated. Three years ago he began to notice that he could not walk so well in 
the dark. For the last three or four years he has had difficulty in urinating, 
a relative incontinence. He has had no ocular symptoms of any kind, not 
even transitory diplopia; no ptosis. This was his condition until about 
seven months ago, when he fell and sprained his right ankle. At this time 
there was a great deal of pain in the ankle, with swelling. The swelling 
extended as high as the knee. The pain continued off and on for five or six 
weeks, and then gradually subsided. Since then he has had no pain what¬ 
ever in the joint, but the swelling of the ankle joint is still present and 
in degree about what it was a few weeks after the injury. An X-ray pic¬ 
ture was taken by Dr. Hazelton, at the Policlinic, but the man shook so 
much that it was impossible to obtain a good skiagraph, and the negative 
was valueless. The enlargement of the foot was not due to bony formation, 
in the opinion of Dr. Hazelton. He thought it was a cartilaginous en¬ 
largement. The patient had been working at his trade up to the time of 
the injury, and six or seven weeks after the injury, when he returned to 
work, he noticed impairment of his memory. He had considerable figur¬ 
ing to do on articles of apparel, and was discharged at the end of five or six 
weeks because of the mistakes he made in his work. Upon examination 
the Argyll-Robertson pupil was found. He has no knee-jerks. He has 
analgesia of the legs, and patches of anesthesia upon the trunk. He has 
slight analgesia extending over the patch of anesthesia on the right side be¬ 
hind. He has the characteristic stumbling speech, and has shown consider¬ 
able dementia. In short the mental condition is plainly that of general 
paresis. The patient was exhibited on account of the rather unusual com¬ 
bination of diseases and the Charcot’s joint. The diagnosis was made 
of tabes with perforating ulcer of the foot and Charcot’s joint of the right 
ankle, and finally general paresis supervening on the tabetic affection. 

Lead Palsy. —Dr. Walker also presented a man who came to the clinic 
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on October 13th. He is thirty-three years of age, and works in a planing 
mill. He has five children, all of whom are well and healthy. His wife has 
never had a miscarriage. The family history is fairly good. The patient 
has never been exposed to metallic poisoning, so far as he knows, nor to 
arsenic, nor has he been subjected to any drug intoxication. Three years 
ago he was at the Alexian Brothers’ Hospital for three weeks, and was 
thought to have consumption. A careful examination at the present time 
does not reveal any lesion in the lungs. He has never had any infectious 
disease, and has never been seriously sick. He considered himself per¬ 
fectly well until about fifteen weeks ago, when he noticed swelling in his 
wrists and in his ankles, with some pain. The pain passed out of the 
ankles almost immediately, and after two days in bed he was able to walk 
around. About the second day he noticed weakness in his wrists and 
hands, and at the end of three or four days he suddenly lost power in his 
wrists. In other words, he had double wrist-drop. Since then his condition 
has been about the same; no paresthesia; no subjective symptoms of any 
kind except wrist-drop. Upon examination Dr. Walker found that he 
had double wrist-drop with the supinator involved on the right, but not on 
the left side, and paralysis of the extensors more marked upon the right 
than the left side. Patient is right handed. There is partial reaction of 
degeneration in all the extensor muscles, and supinator on the right side, 
this being more marked on that side than on the left. There is no 
objective sensory disturbance. His knee-jerks are equal and normal. The 
one pupil responds to light and to accommodation (the other eye is artifi¬ 
cial). He looks cachectic, and an examination of the blood shows 75 per 
cent, hemoglobin, reds 3,568,600, whites 2.100. 

Dr. Walker spoke of one thing which may be a very valuable indicator 
in cases of lead poisoning, and that is the presence in the red cells in 
nearly every case of lead poisoning, if the case is at all severe, 
of little granulations. These are found in every field in any 
severe case of lead poisoning. From a medico-legal standpoint, 
Grawitz, of Berlin, who does much work on blood, regards these small 
granulations of great value, because when once present they do not disap¬ 
pear until the lead is out of the system. Dr. Walker examined this pa¬ 
tient’s blood for these granulations in the red cells, and was unable to 
find them. He examined five or six specimens, each one of which was 
negative. This man is not addicted to excessive use of either alcohol or to¬ 
bacco. At most, he drinks four or five glasses of beer daily, and usually 
not that much. He was closely questioned as to exposure to metallic pois¬ 
oning, and Dr. Walker had not been able to elicit any cause for the neuritis. 
It corresponded in distribution to lead palsy, except that the supinator on 
the right side was involved. The patient has a questionable lead line. The 
condition of the gums is so bad, almost scorbutic, that it is difficult to say 
positively that there is a lead line. He has never had lead colic, although 
that is usually the rule preceding lead palsy. 

Dr. Brower said that some people were sensitive to lead poisoning at 
certain times. He mentioned how it was possible for one to have lead 
poisoning in Chicago. In this city, in certain parts, the water pressure at 
certain hours of the day was so low that the water did not reach the upper 
parts of houses; the pipes are empty of water for hours at a time, then 
the water is turned on, the pipes are coated with the oxide of lead, which 
is washed off, and people were poisoned with lead in this way. He asked 
about the water supply of the factory in which the patient worked, to 
which Dr. Patrick replied that the man does not come in contact with 
paint, bisulphide of carbon, or gas. 

Dr. Moyer suggested the possibility of poisoning by food. 

Dr. Patrick said the patient has never had lead colic, and lead palsy, 
without preceding lead colic, in cases of chronic poisoning, is unusual. 
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Asked in regard to the treatment, Dr. Walker stated that it consists 
of hot baths, the use of iodide of potassium, and massage. 

Dr. Brower said a middle-aged man, who had wrist-drop, came under 
his observation a few years ago. He could not ascertain the source of the 
lead poisoning until the patient had been under treatment for some time, 
then he found that he was having his hair dyed. 

Dr. Goodkind asked whether the patient had any optic atrophy. 

Dr. Walker replied that he had not. 



